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CARDIAC PROBLEMS IN DENTISTRY* 


INTRODUCTION 


Mortality statistics of the U. S. Census 
Bureau show that cardiovascular disease 
is responsible for more than twice as 
many deaths as cancer—and, moreover, 
that its incidence is increasing in persons 
over the age of thirty. Although many of 
the systemic diseases which manifest 
themselves in the oral cavity are perhaps 
more fascinating, the care of the cardiac 
patient constitutes an almost daily prob- 
lem in dental practice. The practice of 
regular medical examination has lagged 
far behind the habit of ‘‘visting your den- 
tist twice a year.” The dentist there- 
fore, sees these patients before the physi- 
cian, and, consequently must assume a 
measure of responsibility for their 
recognition. Such recognition, followed 
by consultation with the physician, will 
serve to divide responsibility, afford the 
patient the best possible care, and save 
the dentist unnecessary embarrassment 
and criticism. 


SURGICAL RISK 


Our recent experience with cardiac 

surgery has taught us that the cardiac will 
stand surgery almost as well as any other 
patient. The exceptions to this statement 
may be divided into two groups. 
_ The first group comprises those patients 
in whom all surgical procedures should, 
if possible, be delayed until the condi- 
tion has improved sufficiently to mini- 
mize the danger. These include conges- 
tive heart failure, following acute myo- 
cardial infarction, and complete heart 
block with Adams-Stokes seizures. 

The second group comprises those 
cases in which operative risk is increased 
but in whom surgery may be safely per- 
formed provided a few simple precau- 
tionary measures are observed. This group 
includes patients with coronary disease 
and hypertensive patients, all of whom 
may be considered to have some degree 
* Read at the monthly dental conference of the 
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of coronary insufficiency. When we con- 
sider angina pectoris and its relation 
to effort and emotion, it is easy to see 
how prolonged and painful procedures 
may precipitate an attack. Indeed, as the 
dentist has undoubtedly observed, in cer- 
tain nervous patients the mere act of 
sitting in a dental chair may provide 
enough emotional stimulus to induce an 
attack. Of course, a simple attack of 
angina pectoris need cause no alarm. The 
great danger is that the struggling, an- 
oxemia and fall in blood pressure at- 
tendant upon anesthesia and operative 
procedures may precipitate either an at- 
tack of acute myocardial infarction, or 
ventricular fibrillation; either of which 
may end fatally?. 


PROCEDURES TO REDUCE OPERATIVE RISK 


In such coronary and _ hypertensive 
patients the operative risk may be re- 
duced almost to normal by observing the 
following precautions.” 

1. Prescribe a rapidly acting barbitu- 
rate, such as nembutal one and one half 
grains, to be taken an hour and a half 
before the dental appointment. This is 
of particular value in the nervous patient. 
As a matter of fact preoperative sedation 
should be used much more frequently 
than it is at present, even in the non- 
cardiac patient. Morgan* recommends its 
routine use in all difficult cases and in all 
multiple extractions, and it is indeed true 
that reduction of fear and apprehension 
should be a source of satisfaction to both 
patient and dentist. 

2. Do the dental work in stages. 

3. End the session with the onset of 
pain. 

4. Use local anesthesia where possible. 
In the type of patient under consideration 
it is recommended that epinephrine be 
omitted from the procaine solution for 
the following reasons. First, by its 
action of raising the blood pressure and 
increasing the work of the heart, 
epinephrine injection may result in in- 
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creased anoxemia and may thus induce 
an attack of angina pectoris, myocardial 
infarction, or heart failure. Secondly, by 
means of its direct action of stimulating 
myocardial irritability and also. by means 
of reflex vagal stimulation initiated by 
the effect of the increased blood pressure 
upon the receptors of the aortic-carotid 
mechanism, it may result in the ge 
tion of almost any type of cardiac ar- 
rhythmia. A third, less common hazard 
in the hypertensive patient is the possi- 
bility of precipitating a cerebrovascular 
accident. 

Objection to the elimination of epine- 
phrine from the procaine solution has 
been raised in some quarters on the 
grounds that the the small quantities used 
in dental practice will not raise the blood 
pressure; or that any slight rise so in- 
duced is insignificant in comparison with 
that produced by the increased secretion 
of sympathomimetic amines (epinephrine, 
sympathin) in the patient himself as a 
consequence of pain and apprehension 
resulting from the rapid loss of anesthesia 
which ensues when the epinephrine is 
omitted from the procaine solution. A 
brief consideration of the nature of 
hypertension and the manner in which 
such patients react to vasomotor stimula- 
tion may help to clarify the situation. 


ETIOLOGY AND PHYSIOLOGY 
OF HYPERTENSION 


In place of a purely renal concept, re- 
cent trends in the study of hypertension 
re-emphasize the importance of neuro- 
genic and hormonal factors in the 
etiology of this disease. In experimental 
neurogenic hypertension it has been 
shown that the irritability of the vaso- 
motor centers is increased.* Evidence that 
the hypertensive patient exhibits increased 
depressor activity with an _ increased 
capacity for vasodilation is shown by the 
frequently increased sensitivity to carotid 
sinus pressure,” by the fall in blood pres- 
sure following spinal anesthesia,® by the 
work of Chassis et al,7 who induced re- 
missions in hypertensive patients by means 
of the vasodilator action of parenteral 
pyrogens, and more recently by Berry 


et al,8 who observed that the fall in biood 
pressure following the injection of tetra- 
ethylammonium ion is greater in hyper- 
tensive than in normal subjects. 

Earlier attempts to show that hyperten. 
sive patients are also excessively sensitive 
to pressor (vasoconstrictor) stimuli by 
means of the cold pressor or breath hold- 
ing tests, yielded contradictory results, 
especially since twenty percent of normo- 
tensive subjects also showed hyper-reac- 
tion to these tests.® More recently, how- 
ever, such neurogenic pressor activity has 
been more firmly established by the strik- 
ing effects of therapeutic sympathec 
tomy;!° and by the fall in blood pressure 
induced by such drugs as dihydroergo- 
cornine.!! 

These observations indicate that the 
homeostatic mechanisms which control 
blood pressure are disturbed in hyper 
tension, and that many of these patients 
are ‘‘hyper-reactors’’ in response to pres 
sor and depressor stimuli. That all hyper- 
tensives do not react in this way only 
attests to the many etiological factors in- 
volved in this disease as well as to the 
incompleteness of our knowledge. 

As far as the sympathomimetic amines 
are concerned, certain observations em: 
phasize their important role in essential 
hypertension. Acute elevations of blood 
pressure are elicited by the injection of 
epinephrine in the experimental animal. 
Intense discharge of sympathomimetic 
amines into the blood has been ob 
served in many hypertensive patients after 
exercise!*, although this has not been 
seen with the patients at rest. Most im- 
portant of all is the striking similarity 
between the clinical syndromes of ¢ 
sential hypertension and of pheochro- 
mocytomatous hypertension.1% 


The foregoing brief consideration off 


the various etiologic and physiologic fac- 
tors concerned in hypertension may serve 
to explain the contradictory results ob- 
tained by epinephrine injection in hyper 
tensive patients. Clough'* reported 
greater reaction to subcutaneous injection 
of one milligram of adrenalin in hyper 
tensive than in normal subjects. On the 
other hand Green and his coworkers?” in- 
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fused adrenalin intravenously, at a rate of 
0.1—0.3 micrograms per kilogram per 
minute, into normotensive and hyper- 
tensive patients, and found that the 
systolic pressure rose equally in both 
groups. They also noted that accelera- 
tion of the heart rate occurred in almost 
all cases, apparently due to direct action 
on the heart. It should be noted that 
these authors report rises in blood pres- 
sure in response to microgram doses of 
adrenalin. Barclay et al,!® studied the ef- 
fects of adrenalin injection in normal sub- 
jects and found a rise in pulse pressure 
and pulse rate in every case. Nicolson 
and Werle!” state that following epine- 
phrine injection, both systolic and dia- 
stolic pressures rise rapidly to a peak 
which is proportional to the dose admin- 
istered. 

It would seem, therefore, that epine- 
phrine injection may be followed by rise 
in blood pressure in both normotensive 
and hypertensive individuals. A tempo- 
taty rise in blood pressure is of no con- 
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tions as outlined above may occur in the 
patient with hypertension and arterio- 
sclerosis. ‘We may also conclude that, in 
at least a certain number of such cases, 
hypersensitivity to epinephrine may exist 
and that even small amounts may produce 
untoward reactions. In addition to the 
effect on blood pressure we must also 
consider the action of the drug on the 
heart directly. 

I have discussed the problem of main- 
taining adequate local anesthesia without 
the addition of epinephrine with a num- 
ber of my dental colleagues;!8 and I am 
convinced that proper preoperative seda- 
tion, combined with repeated injections 
of procaine when necessary, will suffice 
to maintain anesthesia for twenty to thirty 
minutes without the use of epinephrine. 
If the operation requires a longer period 
than this it should be done in a hospital 
under general anesthesia. 

In an effort to circumvent these unto- 
ward effects a number of substitutes for 
epinephrine have been introduced. In- 
deed, since 1900, more than two hundred 
compounds that exhibit vasopressor activ- 


ity have been synthesized and studied. 
With few exceptions, those in therapeutic 
use at the present time are all chemically 
related to epinephrine. Examples of such 
drugs are: A—Ephedrine, which is be- 
lieved to act by combining with amine 
oxidase, the enzyme in the body which 
normally destroys epinephrine. In this 
way it protects epinephrine and prolongs 
its action. It is not surprising, therefore, 
that the cardiovascular actions of ephed- 
rine are similar to those of epinephrine. 
B—Neosynephrine also exhibits actions 
similar to epinephrine.1* The tendency to 
the production of cardiac arrhythmias is, 
however, much less than with epineph- 
rine. Furthermore, in therapeutic doses, 
it does not stimulate the central nervous 
system. Though the rise in blood pressure 
following its use is reported to be much 
less marked than with epinephrine, it is 
also more lasting.1® 

5. Extensive procedures requiring gen- 
eral anesthesia call for: 

A—Hospitalization and consultation 
with a competent anesthetist. 

B—Adequate preoperative medication 
in order to reduce excitement and strug- 
gling. 

C—Adequate postoperative rest and 
sedation. 

D—Choice of anesthetic. Nitrous ox- 
ide, with its attendant rise in blood pres- 
sure and anoxemia, is contra-indicated. 
Ether or one of it’s derivatives, and oxy- 
gen is, perhaps, the anesthetic of choice. 
It is important that adequate oxygen be 
given and cyanosis carefully avoided. 

E—If it is deemed necessary to admin- 
ister intravenous fluids either preopera- 
tively or postoperatively to patients with 
heart disease, such infusions must be cau- 
tiously given and the patient carefully 
observed lest we overload the circulation 
and precipitate acute pulmonary edema 
and heart failure. 


RECOGNITION OF THE CARDIAC PATIENT 


The recognition of these cardiac pa- 
tients is not difficult. In most cases it 
will depend mainly upon the willingness 
of the dentist to spare the few minutes 
necessary to take a cardiac history. The 
patient should be questioned about a past 
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history of heart disease and the date of 
the last medical examination should be 
ascertained. An analysis of the follow- 
ing symptoms should then be made: 

A—Pain. The pain of angina pectoris 
characteristically comes on with effort and 
is relieved by rest. It is situated beneath 
the sternum or in the region of the pre- 
cordium. In the typical case it radiates 
into the left shoulder and down the left 
arm. It is, however, important for the 
dentist to realize that atypical localization 
of the pain in the region of the jaws and 
teeth may occur. In this connection I 
recall the case of a middle aged female 
who consulted her dentist because of se- 
vere pain in the anterior portion of the 
jaw. After thorough examination the 
dentist could find no cause for the pain 
and suggested that a physician be con- 
sulted. Investigation revealed that this 
patient had suffered an acute myocardial 
infarction. 

B—Dyspnea. Cardiac dyspnea is like- 
wise related to effort. Other respiratory 
symptoms such as orthopnea and paroxys- 
mal nocturnal dyspnea may occur. 

C—Palpitation is also characteristically 
related to effort—unless it is due to at- 
tacks of paroxysmal arrhythmia. In the 
latter instance, in a patient who is sub- 
ject to attacks of paroxysmal arrhythmia, 
emotion, surgical trauma, anesthesia, or 
adrenalin injection may easily precipitate 
an attack. 

D—Other symptoms are cough, weak- 
ness, syncope, headache and dizziness. 

E—The presence of cyanosis, disten- 
sion of the veins of the neck, edema and 
increased blood pressure should also be 
elicited. 


EMERGENCY TREATMENT 

The taking of a cardiac history fol- 
lowed by the observance of the precau- 
tions outlined above will serve to reduce 
the incidences of complications to a mini- 
mum. The dentist should, however, be 
prepared to administer emergency treat- 
ment for symptoms which may arise sud- 
denly. The more common emergency 
cardiac symptoms and their treatment are: 

A—Syncope. This is usually a psy- 
chosomatic vasomotor phenomenon. The 
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pulse is slow and of good quality. Such 
simple syncope need cause no concern, 
and is promptly relieved by placing the 
head in a dependent position or by the 
inhalation of ammonia. 

B—Shock and circulatory collapse, 
When, however, syncope is not readily 
relieved by these simple measures and is 
accompanied by marked pallor, sweating 
and fall in blood pressure with a rapid 
thready pulse, the situation is more seti- 
ous. In such cases inhalation of oxygen | 


or oxygen and carbon dioxide mixtures 


is indicated, and even artificial respiration 
may be needed. Caffein sodium benzoate, 
seven and one half grains subcutaneously 
or even intravenously, may be given. If 
the patient has no heart disease the sub- 
cutaneous injection of one half cc. of 
adrenalin is of great value. 
C—Dyspnea. Sudden dyspnea or acute 
pulmonary edema due to sudden failure 
of the left ventricle, may occur. Such 


dyghea is best treated by oxygen, mor 


phine, and, if there is pulmonary edema, antibio 


intravenous injection of aminophylin, 
0.48 Gm. 

D—Angina. One one-hundredth of a 
grain of nitroglycerine, placed under the 
tongue, will usually promptly relieve an 
attack of angina pectoris. Angina not 
so relieved may indicate acute myocardial f 
infarction. In this contingency mor- 
phine and oxygen are both valuable pend: 
ing the arrival of a physician. 


ORAL INFECTION AND SUBACUTE 
BACTERIAL ENDOCARDITIS 


The final subject for discussion, the 
relation between oral infection and sub- 
acute bacterial endocarditis, is perhaps 
the most important of all, particularly 
since it rekindles the flame of “‘focal in- 
fection.” That the oral cavity might be 
a portal of entry for bacteria in this dis 
ease was first suggested by Hordes in 
1908. It has been conclusively demon- 
onstrated that tooth extraction in any 
person may be followed by transient bac 
teremia; positive blood cultures having 
been demonstrated in sixty percent of 
the cases in most of the reported series. 
In fact, Okell and Elliot? obtained pos 
itive cultures in 76 percent of their cases 
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and in the series reported by Pressman and 
Bender! blood cultures were positive in 
83 percent of the cases. Whereas in the 
normal individual this transient bactere- 
mia is soon overcome, the cardiac patient 
with diseased valves offers a lodgement 
focus for these bacteria with the conse- 
quent danger of the development of sub- 
acute bacterial endocarditis. 


PROPHYLACTIC MEASURES FOR 
HEART DISEASE 


Recognition of the oral cavity as such 
a portal of entry was naturally followed 
by attempts at prophylaxis. The use of 
cautery and curettage in an. effort to pre- 
vent escape of organisms into the blood 
stream has not been successful. Prophy- 
lactic administration of sulfa drugs yield- 
ed equivocal results and cases of subacute 
bacterial endocarditis have been reported 
following their use. The use of prophy- 
lactic penicillin followed naturally upon 
) the brilliant results achieved with this 
antibiotic in the treatment of the disease 
itself, with reduction in mortality from 
almost 100 percent to 30-40 percent. 

Recent independent investigations by 
Glaser et al,?* and by Hirsch et al,?% 
show that the incidence of positive blood 
cultures following tooth extraction with 
penicillin prophylaxis was reduced to 40 
percent as compared with 60 percent 
in the control groups. Multiple extrac- 
tions were followed by a greater number 
of positive cultures than single extrac- 
tions. While Glaser found that penicillin 
was particularly effective in preventing 
positive cultures in patients with gingival 
infection, Hirsch’s study showed that the 
presence of such infection made no 
difference. 

It is therefore extremely important that 
certain prophylactic measures be observed 
in treating a patient with rheumatic or 
congenital heart disease. These may be 
summed up as follows: 

A—The first responsibility rests with 
the physician, whose duty it is to ac- 
quaint the patient and his dentist with 
the nature of the condition and the need 
for prophylaxis. 

B—Only one tooth should be extracted 
at a time. 
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C—Adequate penicillin prophylaxis 
should be administered. 

D—Since it has been shown that posi- 
tive blood cultures follow not only after 
extraction but also after manipulation, 
and even after the act of chewing,** the 
first prophylaxis calls for scrupulous oral 
hygiene and the removal of all pulpless 
and infected teeth. 

In view of the recent advances in root 
canal therapy, violent objection to the re- 
moval of such teeth has been raised in 
many quarters. Let us review the evi- 
dence and the conclusions which prompt 
such a recommendation. 

The scathing denunciations made by 
Hunter in 1910, and given impetus by 
the reports of Rosenow, Price and Hay- 
den some years later, ushered in an era 
in which all pulpless teeth were consid- 
ered sources of disease and resulted in 
the fanatic sacrifice of countless numbers 
of harmless teeth. Fortunately, such 
practice has since been discredited and 
the concept of focal infection is now on 
a more rational basis, Frankel?> found 
no correlation between any systemic dis- 
ease and the extent of dental restorations 
in 19,000 persons examined by the Met- 
ropolitan Insurance Company. Arnett 
and Ennis®® examined 800 college stu- 
dents and concluded that there was no 
connection between periapical infection 
and any particular disease entity. Such 
observations, combined with modern 
methods of root canal therapy, have 
swung the pendulum to the opposite ex- 
treme and efforts are now being made to 
save almost every pulpless tooth. In this 
connection, return of the periapical tis- 
sues to a normal state has been demon- 
strated by Hatton?? and others in his- 
tologic sections of bone and teeth fol- 
lowing root canal therapy. Also, in a 
recent conversation with M. B. Auerbach 
of the New York University College of 
Dentistry,28 I was tremendously im- 
pressed with his excellent results in root 
canal therapy in cases with periapical 
infection. 

In the average systemic disease such 
efforts to save teeth, even in the presence 
of infection, are justified, since causal re- 
lationship between the systemic disease 
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and the focus in the teeth cannot be es- 
tablished in most cases. In the case of 
subacute bacterial endocarditis, however, 
undisputable evidence that such causal 
relationship exists has been present- 
ed.?0, 21, 22, 23,24 An insight into the 
incidence of this relationship may be 
gleaned from the observation of Taran** 
who, in 1942, reported that of 195 chil- 
dren with rheumatic heart disease sub- 
jected to tooth extraction, 18 developed 
subacute bacterial endocarditis. It there- 
fore becomes mandatory that, in patients 
with congenital or rheumatic heart dis- 
ease, all infected teeth should be re- 
moved. In the case of the pulpless 
tooth, the crux of the difficulty lies in 
our inability to determine the presence or 
absence of periapical infection by any of 
the methods at our disposal. There is 
general agreement that the clinical diag- 
nosis of such infection is extremely un- 
reliable. This is well brought out in a 
review by Langer,2® who also cites the 
inadequacy of provocative procedures in 
determining the presence of focal infec- 
tion. Surely such provocative procedures 
should not be used in a patient who is 
a candidate for subacute bacterial endo- 
carditis. 


Roentgenographic interpretation of the 
condition of the periapical tissue is also 
indefinite. In this connection Rhoads 
and Dick*° state that “a high percentage 
of pulpless teeth eventually show roent- 
genographic evidence of bone change at 
the apex—even though there is no such 
evidence at the time the root canals are 
filled . . . it seems justifiable to regard 
all pulpless teeth as probable foci of 
infection whether they show apical infec- 
tion in the roentgenograms or not.” 
Other investigators, however, do not 
agree with so radical a viewpoint. 
Blaney*! found that a high percentage of 
pulpless teeth do not show such degen- 
erative changes on histological examina- 
tion. He also pointed out the fallacy 
of conclusions based upon cultures made 
from the root ends of removed teeth, 
inasmuch as it seems fairly well estab- 
lished that the mere rocking motion inci- 
dent to tooth extraction is sufficient to 
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“pump” bacteria into the root end of 
the tooth from the surrounding tissucs. 
Efforts were then made to correlate 
roentgenographic diagnosis with culture; 
made from the teeth in situ. Sommer and 
Crowley? made such cultures through the 
canai on patients undergoing root canal 
therapy. They obtained negative cul. 
tures from all types of roentgenographic 
lesions, and positive cultures from teeth 
which appeared roentgenographically 
normal. Of great interest in this con- 
nection are the studies of Burket,®* who 
correlated clinical observations with post. 
mortem, roentgenographic, histologic and 
periapical bacteriologic studies. Thirty 
percent positive cultures were obtained 
from teeth which showed no periapical 
changes on roentgenogram. Since these 
cultures were made in situ by the exter 
nal approach method, Burket conclude 
that they were doubtless due to the pres 
ence of bacteria in the periapical tissues. 
Of particular significance is the fact that, 
of all the clinical groups examined the 
greatest number of positive cultures were 
obtained from the apical region of pulp- 
less teeth. Of 28 such pulpless teeth 
examined, periapical cultures were posi 
tive in 72 percent. In all the studie 
reported above the predominant organ- 
ism was the streptococcus viridans which 
is responsible for the vast majority of 
cases of subacute bacterial endocarditis. 
The work of Fish,34 Fish and Mac- 
lean,®> and Gorham?® seemed to indicate 
that the organisms which enter the blood 
stream during tooth extraction ate 
pumped into the vessels of the periodon- 
tal membrane from the pocket during the 
preliminary stages of the operation and 
do not come from the periapical region. 
They maintained that the area of per. 
pical bone resorption in such cases is no’ 
an infected area but that the infec 


tion, in chronic cases, is confined tof 


the root canal, and that only toxins dif- 
fuse into the periapical tissue to produce 
the bone resorption. However, efforts 
to prevent the bacteremia by cauterizing 
the gingival tissues have not been suc: 
cessful. Furthermore, if this be true and 
periapical areas are not the source of the 
bacteremia, the incidence of positive 
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blood cultures following extractions 
should be much greater in patients with 
gingival disease than in those without 
gingival infection. We have seen that 
this, too, has not been substantiated.* 

Recently rather interesting evidence 
has been brought forward which indi- 
cates that in many cases the area of 

riapical translucency observed roent- 
genographically does not denote infection 
but merely represents bone resorption as 
the initial phase of the natural healing 
process. The disappearance of the area 
of translucency following root canal 
therapy lends support to such a concept. 
In this connection Auerbach?* recently 
related to me the case of a_physi- 
cian with rheumatic heart disease in 
whom he carried out root canal therapy 
with penicillin prophylaxis. The pen- 
icillin was started two days before manip- 
ulation began and was continued for two 
days after the root canal was filled. Ob- 
servations on a series of such cases with 
blood cultures and careful follow up 
might provide interesting and valuable 
information. If infection can be elim- 
inated in this manner, and subacute bac- 
terial endocarditis safely prevented, it 
would accomplish the same result as ex- 
traction of the tooth. 

With the use of penicillin prophylaxis 
in these cardiac cases I am unable to find 
any case reported of the development of 
subacute bacterial endocarditis following 
tooth extraction. With modern dental 
methods the replacement of a tooth pre- 
sents no great problem and I cannot hold 
with those who maintain that serious per- 
sonality changes may result from the loss 
of a tooth. Until evidence to the con- 
trary is forthcoming, it is undoubtedly 
safer to remove a pulpless tooth than to 
assume the responsibility for the possible 
development of subacute bacterial endo- 
carditis. Carr37 emphasizes the impor- 
tant observation that, although the vast 
majority of cases of subacute bacterial 
endocarditis occur in rheumatic or con- 
genital hearts, valves‘deformed by syph- 
ilis or arteriosclerosis may also form 
lodgement foci for this disease and there- 
fore penicillin prophylaxis should also be 
catried out in such cases. 
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Adequate dosage schedules of penicil- 
lin for prophylactic use in tooth extrac- 
tion have not yet been worked out. In all 
of the reported series the greatest num- 
ber of positive blood cultures were ob- 
tained immediately after extraction, fol- 
lowing which there was a rapid disap- 
pearance of the bacteremia. Thus in 
Pressman and Bender's series*! the inci- 
dence fell from 83.3 percent immediately 
after extraction to 33.3 percent ten min- 
utes later. Penicillin should therefor be 
administered in a manner designed to 
attain the highest blood levels at the 
time of extraction, with the maintenance 
of adequate levels for the next 48 hours. 
Our own preference is to give 600,000 
units of aqueous procaine penicillin in 
one injection daily for two days before 
and two days after extraction; and to 
fortify this with 600,000 units of peni- 
cillin in saline, without procaine, one 
hour before extraction. 

The conditions which have been pre- 
sented clearly indicate the need for close 
co-operation between the physician and 
the dentist, and serve to emphasize the 
responsibility of each in the proper man- 
agement of these patients. It is to be 
hoped that closer co-operation will be 
even more effective in relieving human 
suffering and extending life. 


49 West 96th Street. 
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New “Index to Dental Literature” Announced* 
A new volume of the American Dental Association’s ‘Index to Dental Literature,’ covering ‘ 
the period betwen 1945 and 1947, is now available for distribution, it has been announced by 
Dr. Donald A. Washburn, director of. the A.D.A.’s Bureau of Library and Indexing Service. 
The publication indexes articles in 144 dental journals in the English language and contains : 
lists of books and magazines on dentistry that were published in the 1945-47 period. , 
The new book is the 18th volume of the Index series which covers published dental literature 
since 1839. 
: Copies may be obtained for $10 each through the Order Department, American Dentil 
g Association, 222 East Superior Street, Chicago 11, Illinois. 
he! * A.D.A. News Release. \ 
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CASE REPORT: ACUTE IDIOPATHIC THROMBOCYTOPENIC 
PURPURA WITH ORAL MANIFESTATIONS 


LEONARD L. LEEF, D.D.S.* 


Mr. A, a twenty-two (22) year old 
white male, presented at the medical 
clinic on September 21, 1949. He com- 
plained of bleeding from the nose and 
gingivae. 

The patient stated that he had suf- 
fered from a nose bleed one month pre- 
vious to his coming to the clinic, and 
during the interim, the bleeding became 
more frequent and more difficult to con- 
trol. His physician attempted to cauter- 
ize the bleeding points in the nose, with- 
out success. The patient also stated that 
his gingivae began to swell and bleed 
five days prior to his admission to the 
hospital. As far as could be ascertained, 
there was no past history of excessive 
bleeding, blood in the stool, nor any 
drug or chemical allergy. 


Central Nervous system—nega- 
tive 

Cardio-respiratory system—nega- 
tive 

Genito-urinary system—negative 
Gastrointestinal system—negative 
No diabetes, tuberculosis, or 
venereal disease 

Small, numerous petechiae were 
observed on the upper arms and 
lower legs 


Upon examination, the oral cavity 
revealed swollen gingivae and bleed- 
ing, but no petechiae 


III. Clinical impressions 
1. Thrombocytopenic purpura 
2. Leukemia 
3. Scurvy 


Clinical photograph upon admission showing marked gingival hemorrhage 


. A physical examination on the date 
of admission (September 21, 1949) 


revealed: 


* Interne at New York Polyclinic Medical School 


and Hospital. 


(Photo by Dr. E. Wittcoff ) 
4. Aplastic Anemia 


IV. The blood picture revealed: 
1. W.B.C.—7,000 
2. R.B.C.—2,990,000 
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3. Platelets—50,000* The above picture is typical of throm. 

4. Hemoglobin—48% bocytopenic purpura. 

5. Bleeding Time—23 minutes-10 Treatment: The patient received crys. 
seconds tacillin for three days after admission, 

6. — Time—2 minutes-40 also ascorbic acid (100 mg. t.id.), equal 


parts of 1% neo-synephrine and adrenalin 
7. — bleeding time—1-5 min- Chloride (1:1000) to control the bleed. 
utes. ing, whole blood transfusions, and a 
A ig —" — the mouth wash of one-quarter hydrogen 
par The an he quae a 
diminish. 
was orderly and normal. No abnormal pe 
OF nucleated hours later the patient expired. While 
a no autopsy was performed, the impres. 


the normal 1:4. This showed a hypet- sion is that the immediate death was due 
plasia of red cells. A differential ex- 5 4 cerebral hemorrhage. 


amination revealed: . 
Comment: This case of thrombocyto- 


a. myeloblasts, 1.5% 
b. myelocytes, 11.5% penic purpura with oral manifestations 
. metamyelocytes 8.5% has very definite practical implications. 
’ ya One must suspect a chronic and uncon- 
leukocytes, trolled hemorrhage of the gingivae as an 
e. eosinophils, 3% oral expression of a possible grave sys. 
f. plasma cells, 4% temic disease, particularly the blood dys 
g. lymphocytes, 5% crasias. It is quite obvious that a com- 
h. erythroblasts, 2% plete blood count, coagulation and 
2 i. normoblasts A, 2% bleeding time be determined before in- 
j. normoblasts B, 12% ,stituting any oral surgery, no matter how 
normoblasts C, 26% ‘simple, to avoid any serious or possibly 
Normal platelet count 250,000-300,000. efatal sequelae. 


Dental Research Assistantships in Chemistry* 


Establishment of a new program of dental research assistantships for post-graduate students 
of chemistry was announced jointly by the American College of Dentists and the American 
Dental Association. 

The program will be carried out under the direction of the A.D.A. Bureau of Chemistry 

Graduate students selected for the assistantships will be paid a salary from funds made avail- 
able through a special grant of $2,500 a year from the American College of Dentists and 3 

, Similar sum allocated by the A.D.A. 
| * Working space and equipment will be provided at the A.D.A. laboratories, 222 East Superit 
Street, Chicago. 

All recent graduates in chemistry who ranked in the upper one-quarter of their class and 
who will be admitted to graduate study in chemistry at a recognized university in the Chicago 
area will be eligible to apply for a research assistantship, it was pointed out by Dr. J. Roy Doty, 
director of the A.D.A. Bureau of Chemistry. 

To qualify, students will also have to be recommended by the head of the chemistry depart: 
ment of their respective school. 

Those accepting appointments will be required to work part-time on special research projects. 
Included will be studies which will be useful in the development of specifications for dental 
therapeutic items and other projects in the field of dental science. 

The program wiil get underway early this summer. Applications will. be accepted from 
students who will receive their bachelor degree this June as well as from those who already are 
engaged in post-graduate study in the fields of chemistry. 


* A.D.A. News Release. 
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INTRODUCTION 


The question as to whether a growth 
in the oral cavity is malignant or benign 
has always presented the dentist with a 
problem. How can we approach this 
question intelligently? For the dentist, 
his responsibility in early diagnosis is ob- 
vious. The dentist occupies a strategic 
position in diagnosing suspicious lesions 
of the mouth. The symptoms of early 
cancerous conditions seldom disturb the 
patient, nor is pain, to any great extent, 
present. The mild symptoms may cause 
the patient to see a dentist first, and here 
is where the dentist should cope with the 
situation. Most often he dismisses the 
appearance of a growth as a harmless 
affair. Fortunately, this is usually the 
correct diagnosis. However, one is in- 
clined too easily to this diagnosis, because 
of two reasons: 


1) Hesitancy in using surgical proce- 

dures for diagnosis. 

2) Hesitancy in arousing anxiety and 

fear in patients. 

Until recently, the only method of pos- 
itive diagnosis was by means of surgical 
biopsy. However, recently a new pro- 
cedure in the diagnosis of tumors has 
been developed. This procedure, particu- 
larly suited for the dentist, is called 
“Sponge Biopsy.” It was introduced by 
Dr. Sidney A. Gladstone of the New 
York Polyclinic Medical School and 
Hospital.* 

This procedure basically consists of the 
use of an absorbent sponge with the 
proper structural and chemical properties. 
The sponge is pay rubbed on a 
suspicious area, fixed in formalin, em- 
bedded in paraffin’ by the pathologist, 
who then examines it microscopically. 
The method depends for its success on: 

1) Actual transfer of characteristic 


* Gladstone, S. A. N.Y.S.J.M., 49:22. Nov. 1949. 


SPONGE BIOPSY 


A new method of cancer detection especially 
applicable to the oral cavity. 


GABRIEL R. VOGELSON, D.D.S., New York, N. Y. 
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tissue from the lesion to the sponge. 
This is a simple matter, its success 
depending upon the absorption of 
the fluid cells and tissue particles 
from the surface of the suspicious 
area. 
2) Preparation of the section in the 
laboratory. 
3) Recognition by the pathologist. 
It is interesting to note here, that 
in 110 cases examined, sponge 
biopsy disclosed 23 cases of posi- 
tive cancer, and that surgical biopsy 
confirmed the diagnosis. 


TECHNIC 


The technic for sponge biopsy is as 
follows: 

A flat rectangular piece of sponge 214 
by 114 by 14 én® is held in a special 
sponge biopsy forceps (see figure) and 
extends about 14 cm. beyond the end 
and both sides of the clamp. Gelfoam 
No. 12 (Upjohn) or Onkosponge No. 1 
(Histomed Inc.—Patterson New Jersey) 
are suitable for sponge materials. The 
Histomed Company also makes the spe- 
cial forceps. The ulcerated area is wiped 
clean with dry sterile gauze and the dry 
diagnostic sponge is rubbed gently over 
the suspected area. When the sponge 
becomes wet, it is pressed more firmly 
between the tissues and sponge holder, 
and further rubbed. At this point the 
sponge should be well soaked with the 
tissue juices and suspected contents. If 
no discoloration from the absorbed ma- 
terial is seen on the sponge, rub the 
sponge more firmly, and then turn the 
sponge over, rubbing the other side 
against the tissue to be examined. If the 
ulcer is covered with granulation tissue, 
necrotic material, or inflammatory exu- 
date, it is important to remove that layer 
with dry sterile gauze, so as to expose 


| 


To the left is the Gladstone sponge biopsy 
forceps holding a half inch square of 
Onkosponge No. 1. In the center is the 
Gladstone sponge biopsy forceps opened to 
show diamond plate which supports the 
sponge from behind. The corrugated area 
for use on hard granulating or necrotic sur- 
faces is seen. To the right is the long narrow 
uterine forceps (Bozeman) holding a. tri- 
angular piece of sponge for insertion into 
the lower portion of the cervical canal. 


the underlying pinkish tissue. This is 
the viable tissue to which the sponge is 
to be applied. The sponge should be 
pressed firmly against the base of the ul- 
cer, along the margins, and rubbed 
against the underlying tissue. The sponge, 
having been properly applied to the are 
is then placed in a small bottle of 10% 
formalin. At this point the dentist has 
completed his share of the diagnosis. The 
sponge specimen is then sent to a pathol- 
ogist who imbeds the sponge in paraffin, 
sections it by microtome, and stains it 
with hematoxylin and eosin. The stained 
paraffin sections are then examined for 
the presence of tumor cells and frag. 
ments of tumor tissue. 

Statistically, most ulcers seen in the 
office are benign rather than malignant. 
In many benign cases, surgical biopsy is 
a very weighty procedure, and may cause 
more disturbance than the disease itself. 
Sponge biopsy specifically commends it 
self to dentists. It is a simple office pro- 
cedure, and is not costly. The diagnosis 
is made without arousing the patient’ 
anxiety. There is no pain, hemorrhage 
or infection, and it especially avoids the 
danger of metastases, which may result 
from surgical biopsy. 


CONCLUSION 


It is ¢ firm conviction that sponge 
biopsy holds great hope in the future for 
reducing the mortality of oral carcinoma, 
and that this procedure should be adopt- 
ed by every dentist. 


230 Central Park West 
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HOW THE DENTAL INFORMATION BUREAU OPERATES 


JoHN W. MILFoRD 


(This is the second of a series of informative articles on the Bureau 
by its Director and Public Relations Counsel 


No short cuts to public relations... . 
Difference between public relations and 
publicity. . . . Their respective functions. 
.. How we utilize them. . . . Major 
activities... . Our fundamental purposes. 


In my early days as a dental patient, 
a wise dentist who took the time and 
trouble to explain the “whys” and 
“wherefores’” of his procedures as he 
went along said to me: “My boy, there 
are many things we dentists can do for 
our patients if they'll cooperate. And 
they all add up to one thing—dental 
health. All the things I tell you to do, 


and all the things I do for you, are just - 


so many parts of the complete dental care 
program. And so it is foolish to attempt 
to concentrate on one thing at the expense 
of the others.’” He then went on to give 


me a brief lecture on diet, toothbrushing, 


use of dentrifices, etc., concluding with 
the observation: “There's no short cut to 
dental health!” 

How true that philosophy is! And 
how applicable to dentistry’s public re- 
lations! Human nature being what it is, 
there simply are no short cuts to public 
education and good will, and the main- 
tenance of professional prestige. 

Public relations in the dynamic sense, 
as we have pointed out, consists of 
“Doing and telling that which, when 
known and understood by the public, will 
tend to influence favorable public opinion 
and action.” Dentistry knows that dental 
disease thrives on ignorance and neglect. 
Likewise, dentistry is learning that public 
apathy breeds on professional indifference 
and neglect of its public relations. 

It is axiomatic that what people don’t 
know, they fear, and what they fear, they 
fight. Those who ‘don’t really know the 
blessings of adequate professional dental 
care are the ones who in effect fight 
against it... and ultimately suffer in the 
process. Meanwhile, dentistry suffers, 


too. Yet if everyone knew all he should 
know about the importance of dental 
health, and the value of regularly sched- 
uled professional dental care, there might 
not be an empty dentist's reception room 
in the entire United States today! 

We have already outlined dentistry’s 
public relations obligations and objectives. 
Now, then, how to attain them? Here 
we come face to face with the fact that 
there are no short cuts. There simply 
is no one easy, simple way to make the 
public think the way you want it to think, 
or do what you want it to do. 

There are literally hundreds of things 
that influence favorable public relations. 
Within its narrow limitations of money 
and manpower, the Dental Information 
Bureau does as many of them as possible. 
Each, however, is only a single means 
toward the overall end of better public 
relations for organized dentistry. 

The situation is reminiscent of the story 
that during the Civil War, General Grant 
was asked the question: “Which is more 
important, the infantry, the cavalry, or the 
artillery?”’ In Socratic fashion he replied: 
“Which is the most important leg of a 
three-legged stool ?” 

Right at this point, in order to clear 
up the general confusion concerning the 
subject, let’s consider the matter of pub- 
licity, since we're going to deal with it 
presently. Is publicity synonymous with 
public relations? If not, just what is the 
difference between publicity and public 
relations ? 

We have already defined public rela- 
tions. Publicity is simply ‘‘the state of 
being public, or the act or fact of making 

ublic.” Thus it is the articulating medium 
of public relations. It performs the 
“telling” function. 

It is somewhat of an oversimplification 
to say that public relations activity is 
composed of the ‘doing’ and “telling” 
functions. (Actually, there are many 
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other factors—professional education, leg- 
islation, inter-professional relations, pa- 
tient relations, etc.—involved in the over- 
all process.) But they are major ele- 
ments. In any event, it is obvious that 
they are not synonymous; one is the end 
desired; the other is merely an instrument 
or means toward that end. But an ex- 
tremely important means, nonetheless! 

All public relations agencies, including 
the Dental Information Bureau, are con- 
stantly confronted with the problem of 
obtaining as much favorable publicity as 
possible on the one hand, while, on the 
other, forestalling or preventing unfavor- 
able publicity. One is just as important 
as the other. 

In our concept, favorable publicity is 
that which helps to establish and main- 
tain friendly public attitude and sentiment 
toward dentistry, eases the path of profes- 
sional practice and progress, and impels 
readers or hearers to avail themselves of 
professional dental service. Unfavorable 
publicity may take several forms. Dis- 
paraging statements or broad- 
cast may be no less desirable than publi- 
cized unproved developments that result 
in widespread confusion and misunder- 
standing. 

Broadly speaking, the major activities 
of the Bureau come within four major 
classifications: 

1. Inquiries: — Telephoned, written 
and personal-visit requests and inquiries 
concerning dental science, researches, 
practice developments, etc., aggregating 
several thousand per year, are received 
from editors, writers, the lay public and 
other interests. In caring for these, we 
bear in mind the fact that anyone who 
applies to the Bureau provides us with 
the opportunity to build good will for 
dentistry, and to contribute to public 
dental health education. 

These inquiries come not only from 
this area, but from outlying states as well 
as a number of foreign countries. Thus 
it may be truly said that the service of the 
Bureau is international in scope. 

2. News Releases:—In its news rela- 
tions, which announce and report com- 
ponent society activities and proceedings 


[42] 


at meetings, the Bureau applies skillful 
public relations treatment to carefully 
selected material of inherent interest to 
the public so that upon being aired or 
published, it may reflect professional 
progress, general favorable public opinion 
supportive of professional objectives, and, 
insofar as the character of the material 
itself makes possible, perform a public 
health educational function. 

3. Editorial Contact and Service: Con- 
sistent contact with editors and writers in 
a position to disseminate dental informa- 
tion of public interest and value is main- 
tained. This contact is designed 1) to 
sustain their interest in dentistry and 
dental health; 2) to impel them to 
remember the Bureau as a check source 
and clearing house for authoritative ma- 
terial, and 3) to stimulate an increase in 
the volume of published or radio-broad- 
cast material favorable to the objectives 
of organized dentistry. 

In past years, the Bureau has cooperated 
in the preparation or checking and criti- 
cizing of stories for such publications as 
American Mercury, Better Homes & Gar- 
dens, Collier's, Consumer's Report, Con- 
sumer’'s Union, Coronet, Family Circle, 
Junior Bazaar, Life, Mademoiselle, Read- 
er's Digest, Saturday Evening Post, Sci- 
ence Illustrated, Tic, Tide, Time, and 
many others. This in addition to numer- 
Ous press association, newspaper, radio 
and other items, with total circulation of 
many millions of readers or hearers. 

4. Corrective - Educational - Defen- 
sive:—Many situations arise during the 
course of the Bureau’s routine operations 
that call for our either rising to the 
defense of the profession, joining with 
others in interpretive efforts to forestall 
public misunderstanding, or informing 
the public concerning specific dental 
matters. 

For example: 

A. Anything that promises to curb 
tooth decay and thus enable the public 
to by-pass the dental chair is “live news” 
and, therefore, good story material: Con- 
sequently the advent of sodium fluoride, 
the Gottlieb impregnation technique, and 
the ammoniated dentifrices were seized 
upon avidly by writers and editors. 
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To forestall professional embarrass- 
ment and public confusion, the Bureau 
in each case went to great lengths to 
acquaint the public with the true status 
of these developments and to point out 
that they were in no sense panaceas for 
dental health or substitutes for profes- 
sional dental care. Part of our activity 
consisted of enlisting the offices of the 
National Better Business Bureau to 
“police” exaggerated advertising claims. 

As part of our work in this connection, 
we initiated an intensive campaign to get 
across the fact that protection of tooth 
enamel is only part of the battle for 
dental health; periodontal disorders take 
a higher toll of teeth than does dental 
caries. This theme was immediately taken 
up by at least one prominent dentifrice 
manufacturer, and promoted to the hilt 
in his radio and newspaper advertising. 
Had not the Bureau intervened in these 
situations, there is simply no telling what 
the ultimate consequences might have 
been. 


Just recently, an associate editor of a 
nationally circulated magazine checked 
with us on a story reporting that a 
Canadian scientist had developed a for- 
mula for the regeneration of enamel and 
dentin in decayed teeth. The basis of 
his chemical preparation lay in the hy- 
pothesis that 2% of the mineral con- 
stituency of enamel and dentin is organic, 
and his compound caused a renascence of 
that proportion of the: dental tissue, 
which, in yeast-like manner, multiplied 
itself until finally the entire cavity had 
been refilled by new tissue. The story, 
we told him, sounded like pure fiction, 
in view of the known facts about dental 
tissue and, pending conclusive scientific 
proof, should be so regarded. The editor 
thereupon reluctantly ‘‘killed’’ the story. 
Many such situations arise from time to 
time; were it not for the Bureau, many 
of them would result in public confusion 
and annoyance to the profession. 

B. For some time, professional stage 
hypnotists have been trying to legitimatize 
their craft through dramatic demonstra- 
tions of its application to dental practice, 
and through actual courses of instruction 
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in the subject for dentists. Now hypno- 
tism may have its place in dentistry, but 
obviously it ill behooves the profession 
to have the public think that it obtains 
its education wi stage charlatans. Where 
such demonstrations by stage entertainers 
were presented at dental meetings, we 
carefully informed news reporters that 
they were presented purely as entertain- 
ment features, not as serious scientific 
lectures. 

C. Throughout the years, there have 
been innumerable cases in which dentistry 
has been lampooned or criticized in ar- 
ticles, cartoons, radio and television skits, 
etc. In each case to reach its attention, 
the Bureau has made diplomatic represen- 
tations to those responsible. The net 
result has been that such embarrassing 
situations have steadily decreased. And 
with their gradual disappearance, den- 
tistry’s prestige has grown apace. 

Boiling down our activities to their 
essence, it may be said that their funda- 
mental purpose is so to interpret dentistry 
to the public that in ever-increasing meas- 
ure, more people will go to more dentists 
for professional care. Obviously, the 
dentist’s professional skill and knowledge 
is of no value to the individual who 
doesn’t avail himself of them. Therefore, 
in the final analysis, the measure of our 
worth as a public relations agency lies 
in the extent to which we help condition 
the public’s mind toward a true under- 
standing and appreciation of dental health 
and professional dental service. 

It is for this reason that in our advance 
analysis or determination of a contem- 
plated activity, or our planned method of 
action, we ask these questions: Will it 
tend to enhance professional dental pres- 
tige? Will it help to educate the public 
in the value and importance of profes- 
sional dental care? Will it, in short, 
tend to impel more people to go to more 
dentists for the purpose of obtaining the 
professional service that will preserve and 
improve their dental health? If the 
answer is “Yes,” we go ahead. If not, 
we stop short . . . and do some more 
thinking! 
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SODIUM DILANTIN GINGIVAL HYPERPLASIA AND 
CONSERVATIVE TREATMENT: A CASE REPORT 


ERNEST BADEN, D.F.M.P., (Paris), New York, N. Y. 


Miss G.L., 26 years old, was referred 
by her dentist to the Periodontia Depart- 
ment of the College of Dentistry, New 
York University for periodontal treat- 
ment. 

The patient complained of gingival 
bleeding and hyperplasia, particularly no- 
ticeable around the upper and lower an- 
terior teeth. She requested treatment for 
this condition. 


HISTORY 


Medical History.—The patient, a clerk- 
typist by profession, gave the following 
information about her systemic back- 
ground: she had had measles, mumps, 
chickenpox, whooping cough, twitching 
of the face, frequent earaches and head- 
aches during childhood. At eight years 
of age, she pope mastoiditis, later 
tonsillitis set in and a tonsillectomy was 
performed. In March 1946, the patient 
suffered epileptic seizures and consulted 
her physician who prescribed diphenyl- 
hydantoin sodium 1, grains four times 
a day and pheno-barbital 14 grain a day. 
Three attacks monthly were suffered for 
the first year; after the intake of diphenyl- 
hydantoin sodium the seizures decreased 
to one every fourth month. At the pres- 
ent time the s¢izures have become very in- 
frequent and the patient is well under 
control. The medical report indicates that 
the patient has idiopathic epilepsy of 
moderate degree. 

When the patient started to take cap- 
sules of en sodium, she 
noticed a slight progressively increasing 
hyperplasia of her gingivae; hemorrhage 
also appeared when she brushed her teeth. 
In addition, a subjective oral odor de- 
veloped which later was noticed by rela- 
tives and friends. The hyperplasia of the 
gingivae receded, recurred and disap- 


The author wishes to thank Samuel Charles Mil- 
ler, D.D.S., F.A.C.D., Professor and Chairman of 
the Periodontia Department, College of Dentistry, 
New York University, for his encouragement, valu- 
able suggestions and permission to use material 
from the Periodontia Department. 


peared again at short intervals, becoming 
permanent and increased in extension and 
volume. The patient, upset by the symp- 
toms sought advice and complained of 
gingival bleeding, foul odor, exudate 
from her gingivae and the previously 
mentioned hyperplasia which had become 
quite unesthetic in appearance. 

Diet Evaluation —The history further 
revealed that the patient had an indiffer- 
ent appetite, complained of distress after 
meals and sour eructation from her stom- 
ach. Though the patient ate at regular 
hours, she frequently ate between meals. 
She disliked meats, vegetables, fats, liked 
cake, bread and candy. A detailed analy- 
sis of the patient's average weekly diet 
was made and the following pertinent re- 
sults found. 

The average caloric intake per day was 
2285 calories which is slightly low for a 
person working under strain. 


Daily Caloric 
Intake 


Vegetables A cal. 
Fruits 8 cal. 
Milk products 8 cal. 
Proteins 8 cal. 
Fats cal. 
Refined sweets cal. 
Cereals and Bread 750.7 cal. 


The carbohydrate intake was far too 
high in relation to the protein and fat 
intake. The intake of vegetables, fruits 
and proteins was too low. Further, the 
patient informed us that she tired easily 
and had lost weight recently. 

Dental History —The dental history 
disclosed that the patient visited her den- 
tist irregularly, and had a bridge con- 
structed and several teeth filled at a pre- 
vious date. As far as the oral hygiene was 
concerned, she brushed her teeth twice a 
day, in the morning and at night using a 
dental cream and employing a vertical 
stroke. The patient also used to hold 
bobby pins between her anterior teeth. 
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CLINICAL EXAMINATION 


The oral mucosa, lips, tongue, floor of 
the mouth, palate and adjacent structures 
were normal. The tonsils were removed in 
childhood and the throat was normal. 
Twelve teeth had been extracted, eight 
teeth were filled and presented incom- 
plete or inadequate fillings. The caries 
index was very high, nine teeth being 
carious. Of those filled or those used as 
bridge abutments, several had overhang- 
ing margins. The lower six anterior teeth 
showed linear convex hypoplastic lesions. 
Three teeth gave a negative response 
upon pulp testing. Examination of the 
occlusion showed asymetry of the dental 
arches. Marked anterior overbite was pres- 
ent. There was no posterior contact in 
protrusive. Traumatic occlusion was pres- 
ent in all excursions. Food impaction due 
to poor alignment of the teeth, faulty con- 
tact points, uneven marginal ridges and 
plunger cusps could be readily detected. 

Examination of the Gingivae—The 
visual examination of the labial marginal 
and cemental gingivae in the region of 
the upper anterior teeth revealed a red- 
dish pink glossy color, the papillae were 
hyperplastic and edematous (see fig. 1). 


Fig. 1. Before treatment showing the lobu- 
lated hyperplasia. 


Lobulation of the interproximal papil- 
lae was greatest on the right side, be- 
tween the central and the lateral incisors. 
The lobules had a light pink stippled ap- 
pearance and were surrounded near the 
cemental gingivae by light-red edematous 
tissue, The labial gingival festoons stood 
away from the crown and presented in- 
dentations comparable to Stillman’s clefts 


and were formed by the fusion of the 
lobules. The lobulation and hyperplasia 
were less marked on the buccal aspect of 
the upper teeth. The am marginal 
gingivae were pale pink in color and 
slightly hyperplastic. About one half of 
the clinical crown was covered in the re- 
gion of the proximal space between upper 
right lateral and central incisors. The 
other anterior teeth revealed a lesser de- 
gree of encroachment of about one- 
fourth to one-third of the clinical crown. 
The crowns of the posterior teeth were 
slightly affected. 

The marginal and cemental gingivae of 
the lower teeth presented greater lesions. 
The labial and buccal gingivae were dark 
pink, glossy and edematous. The lingual 
gingivae were light pink in color and 
presented less edema. The clinical crowns 
of the lower anterior teeth were half cov- 
ered by lobulated hyperplastic tissue on 
the labial aspect. The hyperplasia was es- 
pecially marked in the region of the 
— The labial festoons were deeply 
indented and presented true Stillman’s 
clefts. The lobulation was such that the 
papillae stood from one to two mm. away 
from the crowns. The lingual surface of 
the lower anterior teeth presented the 
same condition with the exception that 
the hyperplastic tissue was pale pink and 
encroached firmly on the clinical crowns, 
covering about one-half of it. A lesser de- 
gree of hyperplasia was noticeable around 
the posterior teeth. 

On palpation bleeding was profuse and 
lasted some length of time. The pockets 
were probed and measured with the Mer- 
ritt probe, serous and calcic calculus hind- 
ered the exploration. Considering the 
marked hyperplasia of the gingival tis- 
sues, the pockets were of average depth 
in the upper arch. The findings were Vie 
ferent in the lower quadrants, deeper 
right first molar was ed. 

Mobility—The teeth were tested for 
mobility and mobility 41 was found on 
the upper and lower anterior teeth. 

Radiographic Examination (see fig. 2). 
—The complete radiographic examination 
showed the following: 

1. Marginal thickening of the perio- 

dontal space and destruction of the 
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- alveolar crest of most of the upper 
and lower teeth. 


Slow horizontal bone destruction. 


Rapid alveolar bone destruction 
around the lower central and lateral 
incisors; the alveolar septum be- 
tween the roc ‘s of the lower right 
first molar was absent. 


Periapical radiolucent areas were 
evident at the roots of the upper 
first molars and first upper right 
premolar, and the lower left second 
premolar. 


Twenty teeth were present, their dis- 
tribution unequal, especially in the pos- 
terior regions. 

The upper left first molar was extracted 
before the case was referred to the author. 


DIAGNOSIS 


The examination of the findings and 
their evaluation revealed a systemic toxic 
reaction to diphenylhydantoin sodium 
manifested by gingival hyperplasia. Ag- 
gravating factors were present; they were 
of functional origin: 

a. food impaction 

b. traumatic occlusion in the anterior 

region. 
and of irrational origin: 

a. calcic and serous calculus 

b. overhanging margins of fillings 

c. poor oral hygiene. 

The correlation of all etiologic factors 
and findings led to the diagnosis of an 
diphenylhydantoin sodium hyperplastic 
gingivitis, complicated by slow alveolo- 
clasia. 


Fig. 2. Full radiographic series taken at initial examination. 
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PROGNOSIS 


The prognosis with regard to the depth 
of the pockets, mobility of the teeth, 
amount of bone destruction, number and 
distribution of teeth present in the arches, 
possibility of removing the etiologic fac- 
tors and raising the tissue resistance was 
fair. In this particular case the coopera- 
tion of the patient was of paramount im- 
portance and if wholehearted cooperation 
had not been achieved, the prognosis 
would have been questionable. 


TREATMENT 


The patient was acquainted with the 
conditions found in her case and the 
treatment plan with possible benefits 
fully described. It was clearly stated to 
the patient that complete cooperation was 
mandatory in order to obtain good results. 

Because of the nervous and emotional 
condition of the patient, surgery was not 
resorted to, but routine conservative treat- 
ment was instituted. 

The procedures followed the treatment 
applied to routine cases at New York 
University College of Dentistry, Perio- 
dontia Department. The teeth were scaled, 
the occlusion was equilibrated and the 
teeth reshaped, diet recommendations 
were given and toothbrush instruction re- 
peatedly practiced during the first stage 
of the treatment. The second stage of the 
therapy consisted of curettage of the 
pockets by quadrants and instruction in 
the use of an interproximal stimulator. 
The last session was reserved for an after- 
treatment clinical examination, impres- 
sions and prophylaxis. 

The treatment took twelve sessions, the 
average chairtime was about one hour. 
McCall’s scalers and curettes were used 
for the removal of calculus and apoxe- 
mena. Topical anesthesia was resorted to 
during curettage which was always fol- 
lowed by porte-polishing to smooth all 
tooth surfaces. Pumice was used as the 
polishing medium. The interproximal 
root surfaces were polished with dental 
floss and cuttlefish sandpaper strips. Dis- 
closing solution was used wherever scal- 
ing had been done to check upon the ef- 
fectiveness of the procedure. Stillman’s 
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modification of Charter’s toothbrushing 
method was taught to the patient in con- 
junction with gingival massage with the 
interproximal stimulator using rubber tips 
and cups. 

At the time of the patient's last visit, 
the following condition was recorded 
(see fig. 3): 


Fig. 3. After treatment, notice reduction of 
hyperplasia. 


The odor and gingival bleeding have 
completely er The gingival 
hyperplasia has disappeared. The gin- 
givae have a natural pale-pink color 
and the tone is normal. On palpation 
no bleeding or exudation can be found. 
The gingivae have receded to the nor- 
mal level with regard to the age of the 
patient. The clinical crown is visible 
and the margins of the upper acrylic 
jacket crowns are slightly visible. The 
papillae normally fill the interproximal 
spaces and firmly surround the teeth. 
The occlusion is greatly improved but 
a permanent functional result can only 
be achieved after the prosthetic and re- 
storative treatments have been com- 
pleted. This should immediately follow 
the periodontal treatment; the patient 
having been referred back to her den- 
tist for this phase of the therapy. The 
depth of the gingival crevice is normal. 


IMPORTANCE OF THE TREATMENT AND 
ITS CHOICE IN SODIUM DILANTIN 
GINGIVAL HYPERPLASIA 


Since the introduction of diphenylhy- 
dantoin sodium by Merritt and Putnam! 
in 1938, certain shortcomings of this 


: 


very effective anticonvulsant drug have 
been observed and reported in the litera- 
ture. Among the late reactions in the in- 
take of diphenylhydantoin sodium, hyper- 
plastic gingivitis was described as one of 
the most prominent and when left with- 
out treatment could produce dramatic 
effects on the oral tissues. 


The incidence of the gingival changes 
varies greatly with the authors. Accord- 
ing to Stern, Eisenbud and Klatell,? 52 
per cent in a series of fifty patients 
showed gingival changes and 10 per cent 
of those patients showed a gingival hy- 
perplasia encroaching on the clinical 
crown, comparable to the one present in 
the reported case. According to Esterberg 
and White? diphenylhydantoin sodium 
gingival hyperplasia occurs in 54 yl 
cent of all cases, the authors reporte 
series of 244 patients. Kimball* reports 
57 per cent in 152 cases. The relatively 
constant incidences, varying between 50 
and 60 per cent, leads to the conclusion 
that diphenylhydantoin sodium gingival 
hyperplasia is a problem and challenge to 
the periodontist and should not be dealt 
with lightly. These patients are highly 
irritable and the oral conditions, if left 
untreated, would in the advanced stage 
cause an additional psychic trauma. 


It was found (Ziskin et al®. *) that ag- 
gravating factors could be traced to poor 
oral hygiene, faulty use of the tooth- 
brush, presence of irritants such as over- 
hanging fillings, sharp margins of pros- 
thetic appliances, calculus etc. which are 
in the direct realm of the dentist. Other 
authors?: 3.6.7 presented evidence that 
those local aggravating factors had little 
or no bearing on the hyperplasia. The au- 
thor does not intend here to evaluate the 
foregoing opinions, but it is generally ad- 
mitted that those factors play an active 
role in the etiology of periodontal disease 
and if they have not a Ficect action on the 
pathogenesis of the gingival hyperplasia, 
the hyperplasia has a direct bearing on 
the evolution of periodontal disease. It 
favors the formation of pockets, calculus 
deposits and infection. It also acts on the 
occlusion and the masticatory function. 
The teeth are forced apart by the inter- 
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proximal ee: papillae, diastemas 
result and food impaction sets in as a 
secondary manifestation. Evidence of the 
action of the hyperplasia on occlusion is 
presented by Swinehart® and Esterberg 
and White.’ Progressive malocclusion may 
result in cases of severe gingival hyper- 
plasia and function may be Be impaired by 
encroachment of the gingival tissues on 
the occlusal surface. The diastemas pres- 
ent in the above reported case are already 
an incipient sign of such a manifestation. 
Last, but not least, let us mention the 
physical defect which causes disfigure- 
ment in the advanced stages when the 
clinical crowns are encroached upon, it 
is usually at this stage that the patient 
requests treatment. 

After this short evaluation of the fac- 
tors which determine the indications and 
the choice of the treatment, the thera- 
peutic aspects of this condition must be 
discussed. 

Prevention.—The most constructive as- 
pect of any treatment is of course the pre- 
vention or control of the condition be- 
fore the advanced stages are reached. It 
is of paramount importance to try to pre- 
vent the onset of the hyperplasia in or- 
der to avoid the psychic shock resulting 
when the disturbed epileptic patient be- 
comes aware of the physical defect. Close 
cooperation with the treating physician 
at the beginning, or even better before 
diphenylhydantoin sodium therapy is in- 
stituted, will permit the periodontist to 
raise the oral tissue resistance by conser- 
vative treatment, give the patient instruc- 
tions in tooth-brushing, gingival massage 
and interproximal stimulation, as well as 
improve the diet of the patient. It is very 
likely that the occurrence of gingival hy- 
perplasia could be greatly reduced and 
the development of advanced stages pre- 
vented. 

Treatment. — When the subjective 
symptoms and overgrowth of the gingivae 
are present, three methods of treatment 
are at our disposal according to Stern, 
Eisenbud and Klatell:* 

1. withdrawal of the drug 

2. radical gingivectomy 

3. conservative periodontal treatment. 
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1. Withdrawal of the drug —Gener- 
ally, it is not indicated that diphenylhy- 
hydantoin sodium therapy be discontinued 
for it specifically controls epileptic seiz- 
ures. If other toxic reactions involving the 
system appear, luminal may be substituted 
and the patient maintained on this drug. 
The treating physician is the only one 
qualified to decide upon this. According 
to Stern, Eisenbud and Klatell? incom- 
plete and slow resolution was observed in 
cases where the drug was discontinued. 

Large doses of ascorbic acid (300 mg. 
daily) were given by Kimball,4 but they 
did not have any effect on the gingival 
hyperplasia. This fact was confirmed by 
Thoma.® 

2. Radical gingivectomy.—Surgical re- 
moval of the hyperplastic gingival tissues 
is a very rapid and effective immediate 
method, but rapid recurrence of the con- 
dition seems to be the rule. This is 
pointed out by many authors.?: 3, 8. 11 The 
regrowth occurs in a matter of months. 
If surgical removal is followed by home 
treatment in the form of correct message 
and interproximal stimulation, the recur- 
rence will be delayed and the treatment 
more successful. 3, 5 Different techniques 
have been described in the literature. Ac- 
cording to Esterberg and White? the 
radio-knife does not give optimum results, 
recurrence is faster and the odor and 
sound of the radio-knife make the epi- 
leptic patients apprehensive and unco- 
operative. According to the same authors* 
the treated patients responded poorly to 
local anesthesia and epileptic seizures 
were reported the day following the op- 
eration. Brandon’? does not observe any 
postoperative seizures. He uses the or- 
dinary scalpel for his operation which is 
performed under block anesthesia. 

In the author's opinion, radical surgery 
should only be used when the conserva- 
tive treatment has failed and the patient 
insists upon the removal of the unesthetic 
hyperplastic tissues or when masticatory 
function is impaired. For not only does 
such a radical operation inflict a psychic 
trauma to an already psychologically dis- 
turbed patient, but the operation is likely 
to be repeated every second or third year 


in order to remove the recurrent hyper- 
plastic gingival tissues. 

3. Conservative periodontal treatment: 
—The conservative method is the method 
of choice. It is the best tolerated by the 
patient and the results obtained are con- 
sistent. Several groups of  investiga- 
tors? 5. 6,8 have confirmed the effective- 
ness of routine periodontal treatment. The 
aforementioned procedures will bring 
about a resolution of the gingival hyper- 
plasia. A normal level of the papillae and 
the labial crescents can be obtained and 
further hyperplasia can be easily con- 
trolled by correct home care (see fig. 3). 
The esthetic results are in most cases fa- 
vorable. The functional masticatory ef- 
ficiency can be restored ad integrum by 
judicious occlusal equilibration and_re- 
storative measures. 


CONCLUSION 
A case of hyperplastic diphenylhydan- 


toin sodium gingivitis, ges by 
slow alveoloclasia is reported. Complete 


regression of the hyperplastic gingivitis 


was obtained after a careful diagnosis and 
treatment was made, and routine conser- 
vative periodontal treatment instituted. 
Emphasis was placed on the home care 
and interproximal massage and stimula- 
tion with an interproximal stimulator was 
prescribed. The drug was not withdrawn 
at any time, nor a gingivectomy per- 
formed. A review of the literature points 
out that diphenylhydantoin sodium hyper- 
plastic gingivitis occurs more frequently 
than is generally admitted and has be- 
come a problem as to its effective treat- 
ment. Close cooperation with the medical 
specialist will contribute greatly to early 
diagnosis of gingival changes and pre- 
ventive conservative periodontal treatment 
will then control the condition at its on- 
set. Advanced stages can be controlled by 
conservative routine periodontal  treat- 
ment. 
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Survey of Dental Practice To Be Conducted* 


A comprehensive survey of dental practice will be conducted during April by the Bureau 
of Economic Research and Statistics of the American Dental Association. 

A detailed questionnaire will be sent to one-fourth of the dentists in the United States— 
including members as well as non-members of the A.D.A.—and all dentists who receive the 
questionnaire are urgently requested to cooperate in providing the requested information. 

Purpose of the survey is to compile factual data regarding dental practice which can be used 
in the development of sound and practical dental health programs. Such.data are needed par- 
ticularly to counteract the great amount of misinformation and unsupported propaganda that 
have been advanced in current debates on schemes for the solution of the nation’s dental health 
problems. 

The information will be of considerable value to the profession, especially for those repre- 
sentatives of the profession who are engaged in conference with government and private agencies 
in planning dental health programs. 

The lack of definitive information on dental practice in Great Britain placed the dental 
profession there at a serious disadvantage two years ago when it was engaged in negotiations 
with the British government regarding operation of the National Health Service Act. 

The questionnaire, which will be in two parts, will be mailed to every fourth dentist on 
alphabetical lists. The first part will request general information about the practice of the indi- 
vidual dentist. The second will ask for specinc information on the dentist's practice during the 
week of April 16 through 22, and will deal with the number of patients treated, the actual 
number of hours spent in chairside, laboratory and office work, and the various treatments 
provided. 

No signature or identification of the questionnaire will be required. The completed forms 
will be used only for the compilation of factual data about groups of dentists. No information 
will be released about any individual dentist. 

It was emphasized that by cooperating in the survey, the individual dentist will be making 
a significant contribution not only to his profession but for the continued protection of the public. 


* A.D.A. News Release. 


The First Annual Conference in Periodontology 
and Oral Pathology 


Tufts College Dental School Postgraduate Division will conduct an advanced conference in 
Periodontology and Oral Pathology under the direction of Dr. Irving Glickman and staff, at 
Eastover, a resort hotel in Lenox, Massachusetts, June 13 to 17, 1950. The conference will consist 
of four days of lectures, seminars, and panel discussions regarding clinical problems by outsand- 
ing teachers and clinicians in dentistry, medicine, and their related fields. 

The curriculum is arranged so that the mornings and evenings are devoted to professional 
activities, with afternoons open for recreation. 

For information regarding application and reservation address correspondence to 


“THE BERKSHIRE CONFERENCE” 
Tufts College Dental School 
136 Harrison Avenue 
Boston 11, Massachusetts. 
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GRINDING OF THE TEETH* 


To the Editor: A girl of 1114 years, height 61 
inches (155cm.) and weight 123 pounds 
(56 Kg.) teethed at 7 months. She has 
been grinding her teeth in her sleep since 
she was about 4 years old. Her tonsils were 
removed when she was about 9; she appears 
to be normal except for being overweight. 
The grinding of the teeth seems to get worse 
rather than better. Can you suggest anything 
in the way of treatment? All indicated 
laboratory work has been done, and nothing 
abnormal has been discovered. 

Paul Gallagher, M.D., El Paso, Texas. 


ANSWER.—Grinding of the teeth during 
sleep in childhood is in the category of habit 
disorders, particularly in the group of sleep 
disturbances which include insomnia, night- 
mares, night terrors and talking during sleep. 
Disturbed or restless sleep is common in in- 
fancy and childhood. Physical factors, such as 
hunger, digestive troubles, wet diapers or bed 
clothes and excessive cold or heat, may cause 
disturbed sleep. Psychologic factors, particu- 
larly tension and anxiety, may cause sleep dis- 
turbance, notably in children who are overac- 
tive and nervous in the daytime. It would be 
well to make sure there are no tonsillar stumps 
remaining. Sometimes large adenoids pre- 
dispose to teeth grinding. If these physical 
factors are ruled out, the home atmosphere 
should be investigated for sources of worry 
or insecurity. Overactivity should be elimi- 
nated. The child’s general environment should 
be carefully studied, and any cause of inse- 
curity, inferiority or tension state or other 
possible emotional stimulant in the environ- 
ment, should be eliminated. 


*J.A.M.A., Dec. 17, 1949. 


STONES IN PAROTID GLANDS* 


To the Editor: A man aged 44 has had swell- 
ing and inflammation with fever of one or 
the other glands every one to three months 
for nearly eight years. The involvement 
usually lasts five to ten days. He is now 
recovering from such a spell, during which 
he had pronounced swelling on the right 
side and his temperature rose to 105 F. daily 
for four days. Penicillin therapy did not 
help. Treatment with multiple sulfonamide 
drugs seemed to reduce the infection. Roent- 
genograms now show multiple small stones 
in each parotid gland. What is the most 
satisfactory treatment ? 

Needham B. Bateman, M.D., Atlanta, Ga. 


ANSWER.—From the history presented, it 
seems that some surgical intervention must be 
considered. It is not likely that calcified depos- 
its in the parotid gland can be influenced by 
medical treatment. 


\.M.A., Dec. 17, 1949, 


MEDICAL VIEWS ON ORAL PROBLEMS 


CANKER SORES* 


To the Editor: Two questions in Queries and 
Minor Notes of Oct. 1, 1949 (page 362) 
deal with young women who have had mul- 
tiple recurrent aphthous oral lesions for 
many years. The inquirer wonders why the 
first vaccinations of three series of vaccina- 
tions resulted in a “take.” He asks, “Why 
should there be an apparent loss of immunity 
to the smallpox vaccination in such a short 
time?” In the answer to the second query 
it is stated, “The cause af aphthous and 
herpetic stomatitis is the virus of herpes 
simplex . . . ” and “The most effective 
method of prevention is recurrent vaccina- 
tion with smallpox vaccine.” 


It is possible that the oral ulcerations in 
the 2 cases were due to the virus of herpes 
simplex, although in neither case was herpes 
virus or a low antibody titer to the herpes 
simplex virus demonstrated. I wonder, how- 
ever, whether the manifestations described 
in the 2 cases could be due to aphthosis 
(Behcet's syndrome) rather than to herpetic 
infection (Curth, H. O.: Recurrent Genito- 
Oral Aphthosis and Uveitis with Hypopyon 
[Behcet's Syndrome}, Arch. Dermat. N Syph. 
54: 179 [Aug.] 1946; Exhibit on Aphthosis 
syndrome}, Arch. Dermat. & Syph. 
Session of the American Medical Associa- 
tion, Atlantic City, N. J., June 1949). A 
repeated “‘take’’ might indicate the presence 
of aphthosis, in which some patients show 
unspecific reactions to all kinds of intrader- 
mal, subcutaneous and intravenous tests. 
Relentless recurrence of oral aphthae is 
characteristic of the disease. The presence, 
in additon, of recurrent genital ulcerations 
or uveitis with hypopyon would indicate the 
fully developed form of Behcet's syndrome. 
A virus has not been demonstrated as the 
cause of the disease. No successful treat- 
ment has as yet been found, although some 


palliative local and generalized measures have 


been devised. 
Helen Ollendorff Curth, M.D., New York. 


To the Editor: In the October 1 issue of The 


Journal, in Queries and Minor Notes, a 
correspondent requests an alternate treatment 
for canker sores. If these are within the 
mouth, as distinguished from herpes labialis, 
I would suggest a remedy that has seldom 
failed me in twenty-eight years, namely, 3 
drops of potassium arsenite solution (Fowl- 
er’s solution) in 2 tablespoonfuls of water 
as a mouthwash and gargle after each meal. 


Sometimes the patient is careless as to the 
amount of water. Dryness and a new kind 
of soreness can come from too little diluent. 
To prevent this I advise measuring 2 table- 
spoonfuls of water into a small glass and 
putting a small piece of adhesive tape on 
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the outside to mark the level for future use. 
I prescribe 1 ounce (30 cc.) in a dropper 
bottle and tell the patient to use it at least 
three months. If the patient is miserable at 
the first visit, one can give an intravenous 
injection of ordinary iron cacodylate, 2 
grains (0.12 Gm.), with dramatic results. 
Formerly, I went to the expense and delay 
of smears for Vincent's organisms; now I 
simply advise the patient to return in three 
days if there is no improvement. 

If, on the other hand, the condition is 
herpes labialis, good results can be obtained 
by the injection of histamine by the method 
of Porch (Histamine Therapy in Allergy, J. 
Lab. & Clin. Med. 26:499 [Dec.} 1940). 

H. F. Becker, M.D., Los Angeles 7. 


To the Editor: In two successive issues of The 


Journal (Sept. 24, 1949 and Oct. 1, 1949) 
there have appeared three letters in Queries 
and Minor Notes concerning the treatment 
and causes of recurrent herpetiform lesions 
of the mouth, such as canker sores, aphthous 
stomatitis or herpetic gingivostomatitis. 
While the replies regarding the causative 
role of the virus of herpes simplex con- 
formed with recent knowledge in this field, 
I believe that undue emphasis was given to 
the effectiveness of repeated vaccinations 
with smallpox vaccine. T. F. McNair Scott 
(Viral and Rickettsial Infections of Man, 
Philadelphia, J. B. Lippincott Company, 
1948, chap. 21, pp. 389-390) states: ‘‘The 
use of smallpox vaccination for the treatment 
of recurrent herpes has been widely used in 
this country during the last 10 years. Re- 
ports of its efficacy are conflicting; some 
patients apparently obtain relief, while others 
relapse during a course of vaccination.” 

One of the answers mentions the use of 
antibiotics like aureomycin, “. . . although 
no reports of their use in conditions like the 
one described have been made.” I used 
aureomycin in 4 cases in which were repre- 
sented some of the clinical entities that are 
attributable to the virus of herpes simplex. 
All of the patients responded favorably to 
moderate doses of aureomycin, 25 mg. per 
kilogram of body weight per day. My first 
trial of aureomycin in infection due to 
herpes simplex virus was on my wife, whose 
lesions around the nose had not responded 
to administration of sulfonamide drugs or 
penicillin. Prompt relief was noted after the 
first few doses of aureomycin; on the follow- 
ing day the lesions began to involute and 
recede, In the 12 year old girl with herpetic 
lesions of the lips and buccal mucosa, admin- 
istration of aureomycin resulted in rapid 
improvement, after many different forms of 
therapy had been ineffective. Two male 
children, about 214 years old, with acute 
herpetic gingivostomatitis promptly recovered 
after the use of aureomycin. 

A few reports on the use of aureomycin 
in various types of stomatitis have appeared 
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in the dermatologic literature. A. A. Fisher 
and S. Schwartz (J. Invest. Dermat. 13:51 
{Aug.} 1949) reported on a man who had 
recurrent herpetic stomatitis and then suf- 
fered an attack of acute ulceromembranous 
stomatitis. After poor results with penicillin, 
a favorable clinical response followed admin- 
istration of aureomycin. After report by 
Distalhein and Sulzberger (J. Invest. Dermat. 
13.115 [Sept.] 1949) was concerned with 
the local application of 0.5 per cent aqueous 
solution of aureomycin in a case of painful 
and persistent recurrent oral ulcerations and 
necrosis of 5 years’ duration of possible 
viral origin, in which the response was un- 
questionable, rapid and dramatic. Until re- 
cently there has been no trustworthy evidence 
of effective specific therapy in herpes virus 
infection. Although the clinical manifesta- 
tions of these infections are usually self 
limited, their occurrence in infants and 
children even over a limited period often 
poses a problem of inadequate feeding and 
hydration that can lead to deleterious effects. 
Samuel J. Nichamin, M.D., Detroit. 


* J.A.M.A., Dec. 24, 1949. 


FILTRATION IN CIGARETTES* 


To the Editor: 1s there any real efficacy in 
chemicals used to remove nicotine in cigarets 
as they are being smoked? What chemical 
or combination of chemicals is most effec- 
tive? 

Walter A. Wells, M.D., Washington, D. C. 


ANSWER.—Mechanical filtration by inert ma- 
terial in the stub of cigaretes ur inserted in 
cigaret holders initially retains much of the 
nicotine and the tars in the cigaret smoke, 
especially if the cigaret is not puffed too vig- 
orously. However, such materials soon become 
saturated and thereafter may yield even more 
nicotine and other materials than the original 
smoke; hence, they should be changed after 
each cigaret if they are used for this purpose. 
Impregnation of the filtering materials with 
acid increases the deposition of nicotine and 
other alkaloids in tobacco as well as retaining 
ammonia from the smoke. Acidulating mate- 
rials are also rapidly exhausted. 

Any nonvolatile acid, mineral or organic, 
may be used. Silicotungstic acid is particularly 
effective in precipitating nicotine, but it is also 
rapidly saturated in smoking. Passing tobacco 
smoke through a solution, as in Persian water- 
pipes, might yield more prolonged filtration 
effect. Other possible injurious substances in 
tobacco smoke, especially the. irritating alde- 
hydes and carbonmonoxide, are not removed 
by such measures (E. Bogen: The Composition 
of Cigarets and Cigaret Smoke, J. A. M. A. 
93:1110 [Oct.} 1929). 


* J.A.M.A., Dec. 17, 1949. 
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RECURRENT APHTHOUS ULCERS* 


To the Editor: Virus causation of recurrent 
aphthous ulcers has not been proved. As re- 
cently as Oct. 1, 1949 (J. A. M. A. 141:362, 
1949) and Sept. 24, 1949 (J. A. M. A. 141: 
299, 1949) in “Queries and Minor Notes’’ the 
consultants repeated the erroneous concept that 
this disease is caused by the virus of herpes 
simplex. In addition, one of the writers mis- 
quoted studies from this laboratory by indi- 
cating that there is significant alteration in 
antibody titer in patients with recurrent herpes 
simplex. We are taking this opportunity to 
correct these errors and to present a _ brief 
summary of our combined clinical and labora- 
tory observations which are pertinent to the 
problem of recurrent ulcers of the mouth. 

As part of a larger joint study of virus dis- 
eases of the skin by the departments of der- 
matology and pediatrics of the University of 
Pennsylvania at the Children’s Hospital of 
Philadelphia, a number of patients have been 
studied with primary herpetic gingivostoma- 
titis, recurrent herpes simplex and recurrent 
aphthous ulcers of the mouth. The investiga- 
tion of a patient included a detailed history 
smear and bacteriologic cultures of the ulcers, 
inoculation of material from the lesion into 
embryonated eggs or a rabbit's cornea, biopsy 


and serologic studies for herpes simplex anti- 
bodies in blood drawn during and after the 
acute episodes. The accompanying table is a 
summary of the pertinent findings in our pa- 
tients, accumulated during the past three years. 

In none of our patients with recurrent 
aphthae could we demonstrate the virus of 
herpes simplex by inoculation of embryonated 
eggs or biopsy, methods which are regularly 
successful in known herpes simplex infections 
(Isolation of Herpes Simplex on the Chorio- 
allantois, J. Lab. & Clin. Med. 34:402, 1949; 
Virus Diseases of the Skin, Acta dermat. ven- 
ereol. 29:77, 1949; Acute Herpetic Gingivo- 
stomatitis in the Adult, New England J]. Med. 
241:330, 1949). In addition, no specific herpes 
simplex antibodies were present in the serums 
at the onset or during convalescence of 5 of 
the 13 patients with recurrent aphthous ulcers 
who were tested. This is in contrast to patients 
with proved herpes simplex lesions who invar- 
iably have specific antibodies at the onset of 
the disease or develop them during conva- 
lescence. 

Two other laboratories have reported the 
results of their studies of recurrent aphthae to 
us. Dodd and Ruchman in Cincinnati (Recur- 
rent Stomatitis, J. Pediat., to be published). 


*J.A.M.A., Jan. 14, 1950 


Summary of Observations at the Children’s Hospital of Philadelphia 


Recurrent 
Herpes Simplex 
of Skin 
(Lips, Face, 
Genitalia) 


Primary 

Recurrent Herpetic 
Gingivo- 
Neers stomatitis 


Number of cases 25 


Herpes simplex virus isolated............... ..Pos. (16/18) * 
Pos. (4/4) 


Specific inclusions in biopsy 
Specific herpes simplex antibodies 
(neutralizing) 


Present at onset; 
no rise in titer 
during convales- 
cence (19/19 


32 50 
Neg. (0/27) Pos. (28/35) 
Neg. (0/14) Pos. (4/5) 


Absent at onset; 
rise in titer dur- 
ing convalescence 


(38/38) 


Usually present at 
onset; no rise in 
titer during con- 
valescence (8-/13) 


_ * The numerator of the fraction indicates the number of patients with positive findings; the denominator 
indicates the number of patients in whom this test was performed. 
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BOOK REVIEWS 


The Origin of Medical Terms (First Ed.), 
by Henry Alan Skinner, Baltimore, Md. The 
Williams & Wilkins Co., 1949. 379 p., $7.00. 


This remarkable reference book of standard 
medical terms is directed towards the basic 
medical sciences. It includes the new terms 
which the student encounters in the various 
branches of medicine and accepts without com- 
pletely understanding their meaning and sig- 
nificance. The author deplores the lack of 
preparation in Latin and Greek so essential for 
arriving at the origin of words. The problem 
is further complicated by the very origin of 
the English language. It embraces a mixture of 
terminology of Celtic, Scandanavian, Norman- 
French, German and Asiatic languages. What 
is true of the English language generally is 
true of medical terminology, particularly since 
the latter arises from Latin, Greek and Asiatic 
sources, There is an additional difficulty in 
the use of proper names in medical nomencla- 
ture. This great work is more than a diction- 
ary, it is a history of the terms used and inter- 
pretation of specific meanings. This work is 
a veritable mine of knowledge and a most in- 
formative source of everyday wisdom on words 
and names. 

I. NEWTON KUGELMASS 


An Atlas of the Blood and Bone Marrow 
(First Ed.), by R. Philip Custer, M.D., Phil- 
adelphia, Pa. Saunders, 1949. 321 p., 285 
ill. (42 colored ill.) $15.00. 


The general practitioner and specialist alike, 
to do full justice to their patients, must under- 
stand normal and pathological physiology of 
blood formation and destruction. They should 
have at least a general idea of the multiform 
manifestations of primary hematapoietic dis- 
orders. Still more important, they should know 
the manner in which the blood-forming organs 
react to disease elsewhere in the body. The 
first section is devoted to the development and 
normal function of hematopoietic tissues. Then, 
largely through the medium of pictures, the 
author correlates changes in the peripheral 
blood with those in the bone marrow, en- 
compassing most primary diseases of the blood- 
forming organs, and many other conditions in 
which the blood and bone marrow are directly 
affected or react secondarily. In the text he 
summarizes significant clinical features and 
calls attention to adjunct laboratory tests, so 
that unwarranted reliance will not be placed 
on the blood and marrow pictures alone. To 
further this end, clinical notes are incorporated 
in many of the legends. A few words on 
treatment are frequently interspersed, especially 
where response to treatment has a bearing on 
diagnosis. The general aim of the book is to 
promote accuracy in diagnosis. 

I, NEWTON KUGELMAss 


The Eye and Its Diseases by 92 Interna- 
tional Authorities (New (2nd) Edition), 
edited by Conrad Berens, M.D., Philadel- 
phia, Pa. Saunders, 1949. 1092 p., 650 ill. 
$16.00 


The thirteen years that have passed since 
the publication of the first edition of this book 
have been fruitful ones for the science of 
ophthalmology. Many new drugs have been 
discovered and great advances made in eye 
surgery, especially in plastic procedures. Cer- 
tain diseases of the eye have become less preva- 
lent as a result of new knowledge and research, 
and require less space in our textbooks. This 
is especially true of trachoma. The second edi- 
tion adheres to the outline of the first edition. 
There are, however, additional chapters on 
illumination, physiologic chemistry and on 
gonioscopy. The inclusion of new illustrations 
is also a helpful feature. Each contributor has 
revised his section of the book. Accepted ad- 
vances in therapeutics, especially as concerns 
the antibiotics have been carefully considered. 
Recent advances in the knowledge of the eye 
diseases have been thoroughly reviewed and 
careful selection made of the material to be 
included in this new revision. In addition, 
the bibliographies appearing at the end of 
most of the chapters include the more recent 
references. 

I. NEWTON KUGELMASS 


A Textbook of Physiology (16th edition), 
edited by John F, Fulton, M.D. et al., Phila- 
delphia, Pa. Saunders, 1949. 1258 p., 629 
ill. $10.00. 


The most extensive addition to this edition 
lies in Dr. Jane Russel’s chapters on the en- 
docrines which bring into physiological perspec- 
tive the many recent biochemical developments 
in the sphere of metabolism and the ductless 
glands. Dr. Russel’s unusual background and 
training with Drs. Herbert M. Evans and C. 
N. H. Long make her particularly well quali- 
fied to give a critical analysis of the endocrine 
field. The section on the electrocardiogram has 
been completely rewritten by Drs. Nahum and 
Chernoff who describe the newer work on uni- 
polar ECGs the interpretation of chest leads 
and some general principles of electrocardio- 
graphic interpretation. Other new chapters are 
those on the gastro-intestinal tract prepared by 
Dr. Paul F. Fenton with the cooperation of 
Dr. Cowgill, Dr. Samuel Gelfan, an experi- 
enced muscle physiologist has contributed a 
separate chapter on muscle and Dr. Robert 
Livingston an account of the cerebrospinal 
fluid. Dr. Theodore C. Ruch has written the 
concluding chapter on the physiology of mic- 
turition. All of the other chapters have been 
extensively revised and brought up to date. 


I. NEWTON KUGELMASS 
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ANNOUNCEMENTS 


Formation of Sections in the AADM 


The national body welcomes the formation of sections in the various states and other coun- 
tries. The constitution provides for apportionment of part of the annual dues to the treasury of 
such sections. It is up to the members of each state or geographic entity to decide on the advan- 
tages of such a section to their members. Those groups which wish to be organized should 
apply for a charter to the secretary of the A.A.D.M., Dr. William M. Greenhut, 124 East 84th 
Street, New York 28, N. Y. 

Sections have already been chartered in Argentina, Connecticut, Ilowa, Massachusetts, New 
Jersey and New York. 

SAMUEL CHARLES MILLER 
Chairman of Sections 


American Academy of Dental Medicine, Fourth Annual Meeting 
Copley-Plaza Hotel, Boston, June 24-25, 1950 


The 4th Annual Meeting of the Academy will be held on Saturday and Sunday, June 24-25, 
at the Copley Plaza, one of the finest hotels in the country. 

Come early and stay late, for Boston, one of the most interesting cities, is at it's best in 
une. 
, As for our program, we have decided on a direct attack on the two problems most vital to 
Dental Medicine. With new developments in Research being announced almost daily, we must 
keep up with events. We must know whether these new treatments will be helpful or harmful 
to the tissues of the Oral Cavity. 

So our Program on Saturday will be a symposium and question period, conducted by our 
best Research Scientists, on 


BASIC RESEARCH AS IT AFFECTS DENTAL MEDICINE 


Our next problem is Oral Cancer. Fifteen percent of all Cancer is in the area that should 
be seen by the Dentist. Eight percent of all Cancer is strictly Oral. Yet prognosis is poor, be- 
cause Oral Cancer is seldom recognized early. 

Our program on Sunday will be a symposium and question period, under the direction of 
the Massachusetts Section of the American Cancer Society, on 


ORAL CANCER AND THE DENTIST 


The program is excellent—The time of year is good. 
Partake of New England hospitality while you are here. Make plans for a New England 
holiday. Your committee will help you. 


COME TO BOSTON IN JUNE ® REGISTER NOW 


American Academy of Dental Medicine, Annual Meeting 
BOSTON, MASS. JUNE 24-25, 1950 
I will attend the Annual Meeting in Boston. 


0) Enclosed is my check for $10.00, for the Luncheon Meetings on Saturday and Sunday. 


1) Reserve Hotel Room for (date) 
Single Double 


Dr. 


Address 


Dr. GeorGe F. CLARKE 
10 Post Office Square 
Boston, Massachusetts 
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N.Y.U. Announces Periodontia Postgraduate Courses 


PERIODONTIA 122 (continous, daily, one year) 


This one-year course consist of lectures, motion pictures, models, demonstrations with 
clinical practice in all phases of periodontal diagnosis and treatment, including conservative and 
radical techniques and equilibration of occlusion. Each registrant must acquire sufficient clinical 
experience to prove his skill in the handling of all phases of periodontal disease. He is also 
required to prepare an original thesis on a phase of the subject, this to be presented before J 
the class for discussion. Courses in periodontia are under the supervision of Professor Samu 
C. Miller. 

One academic year, daily, 9 a.m. to 4 p.m., September 19, 1950, to May 26, 1951. Limited 
to 4. Tuition $1,000.00. Books $27.00. Instruments approximately $95.00. Rental fee $1.09, 


PERIODONTIA 123C 


Review course (one week). June 5 to June 10, 1950, Monday through Friday, 9 a.m. to 
12 m. and 1 to 4 p.m., Saturday 9 a.m. to 12 m. Limited to previous periodontia postgraduate 
students. Tuition $130.00. No instruments required. 


PERIODONTIA 124 (continuous, morning-afternoon) 


This 90-hour course consists of a study of the following: etiology; pathology; diagnosis; 
prognosis of periodontal disease; equilibration of occlusion; gingival massage; instrumentation, 
conservative and radical treatment; acute necrotizing ulcerative gingivitis (Vincent’s Infection); 
drugs; diet; maintenance of mouth health; prevention, etc. 

Fifteen, six-hour sessions, daily, 9 a.m. to 4 p.m., June 5 to June 23, 1950. Tuition $300.00 
Books $19.50. Instruments approximately $72.00. Rental fee $1.00. 


For further information apply to: 


Director; Postgraduate Division ; 
NEW YORK UNIVERSITY, COLLEGE OF DENTISTRY 
209 East 23rd Street 
New York City, N. Y. 


Postgraduate and Graduate Courses, New York University 
College of Dentistry 
New York University College of Dentistry offers over 60 postgraduate courses in addition 


to special graduate training, Postgraduate instruction ranges from short refresher courses to com- 
plete preparation toward certification in the various subjects. The following subjects are covered: 


Anatomy Operative Denistry 
Ceramics Oral Surgery 

Dental Obturators Oral Surgery and Surgical Anatomy 
Dentistry for Children Partial Dentures 
Crown and Bridge Pathology 

Dental Care in Public Health Periodontia 

Dental Jurisprudence Practice Management 
Dental Prosthesis and Research Precision Attachments 
Complete Dentures Pulp Canal Therapy 
Immediate Dentures Roentgenology 
Inhalation Anesthesia Orthodontics 


One and two year postgraduate courses in Periodontia leading to a Certificate of Proficieng 
in Periodontia can be arranged for specially qualified students whose undergraduate records aft 
outstanding. 


For information apply Postgraduate Division, New York University College of Dentistry, 
209 East 23rd Street, New York 10, New York. 


[58] 


4 
4 


